A case demonstrating the rationale of adopting a POBA (DEB)-only approach to primary PCI, so as to preserve the critical collateral branch supplying a CTO of another vessel. After POBA (DEB) of the culprit lesion in the RCA, a successful staged PCI (3 months later) to the LCX CTO was performed, utilizing the retrograde information from the still intact collateral branch. At the end, it was also demonstrated that the previously treated (POBA) site in the RCA was haemodynamically nonsignifcant, based on FFR measurement. In summary, a POBA (DEB) only approach in primary PCI can result in a haemodynamically non-significant infarcted site. A POBA (DEB) only approach may be appropriate in certain situations in primary PCI, as in this case. CAG showed LITA graft that was anastomosed to first diagonal branch was patent, however his native LAD was opened locally at the trifurcation of first major septal branch and first diagonal branch. That is, native LAD had double CTO lesion as if the open vessel was sandwiched them; the proximal CTO was from the LAD ostium to the trifurcation and the distal CTO was from just after trifurcation to distal LAD. Collateral was found from the conus branch to distal LAD via the first septal branch. But, there was no transseptal collateral from RCA distal. LMT was absent by nature. LCX had significant stenosis with severe tortuosity at proximal site.
RCA had tandem stenosis from proximal site and a CTO at middle site, and Vein graft to PD branch was patent.
[Interventional Management] Procedural step: PCI to double LAD-CTO was required staged procedural step to overcome heavy calcification.
(1) PCI to LAD-CTO @ the 1st Attempt was started by antegrade approach using the Gaia 2nd with the Corsair microcatheter by right transfemoral approach (TFA) with AL2 SH 7Fr. Fortunately, the Gaia 2 nd was able to pass through all the CTO lesions. However, passing devices were not able to pass through the entry of the distal LAD-CTO because of heavy calcification. After that, various bail-out procedural step were attempted; drilling by Tornus microcathter, buddy wire technique by the Conquest pro., cracking technique by the Miracle12g, child-in-mother technique using the Cokatte guiding catheter after lesion modificaton of proximal CTO lesion, and anchor balloon technique to diagonal branch. Moreover, anchor balloon technique using the 1 st septal branch caused balloon rupture due to heavy calcification @ the bifurcation of LAD. After EES was implanted to the proximal LAD-CTO, wire exchange to the rota wire floppy was attempted as a final resort. The rota wire was not able to pass through the distal LAD-CTO lesion, but it crossed the proximal LAD severe calcified lesion just before entry of the distal LAD-CTO. Consequently, rotational atherectomy by 1.5mm burr was performed to ablate the bifurcation of the 1 st septal branch and the proximal LAD protruding severe calcified lesion rocally. After the procedure, antegrade wiring was re-attempted by some 0.014" wires, but those never pass through again. After all, PCI to the LAD-CTO @ first attempt was given up at this moment.
(2) PCI to (the distal) LAD-CTO @ the 2 nd Attempt was performed to overcome heavy calcification by retrograde approach from the beginning by right TFA with the 8Fr CLS. Retrograde wiring was selected via the ipsilateral transseptal collateral. Intentional bilateral wiring was performed using each of the Gaia 2nd with the combination of Corsair microcatheter bilaterally for the purpose of sub-intimal tracking @ the distal CTO entry to avoidance of heavy calcification. Reverse CART technique and IVUS guided reverse CART was performed. As a result, the retrograde Ultimate bros.3 was able to pass through all the CTO lesion. After wire externalization with the RG3, two EESs were implanted to the distal LAD-CTO. Finally, LAD double CTOs were successful in complete revascularization. 
